Objective: While the prevalence of major depressive disorder continues to rise, many men are reticent to seek and sustain psychotherapy. The current study explored Australian men's experiences with treatment for depression with a view to guiding recommendations for improving treatment engagement. Method: Twenty men (23-64 years) who had received psychotherapy for depressive symptoms in the past 3 years took part in individual, semi-structured interviews. Interviews were transcribed verbatim and coded in line with interpretive descriptive methodologies. Results: Findings suggested men's preference for a transparent orientation to treatment, including the provision of a clear structure for therapy. Men's preferred structure included focusing on individualised goals and expected progress, establishment of trust, and a sharing of decisional control. Providing an action-oriented functional treatment with targeted skills attainment was recommended as most engaging. The focus on "doing" in treatment, as distinct from pure talk therapy, engendered feelings of strength and empowerment in the men, bridging self-management of symptoms and wellness. Most participants, however, did not receive a treatment style that properly engaged them, and articulated clear recommendations for changes needed. Conclusions: Findings highlight the potential for development and dissemination of gender sensitive, strength-based clinical training and treatment options for better engaging men in psychotherapy for depression.
1 While prevalence rates indicate men are half as likely as women to experience depression, men's low help-seeking rates and poor engagement in mental health treatment may explain much of this difference. 2 Masculinity has been repeatedly found to be a key factor in men's help-seeking behaviour, with dominant ideals of masculinity (e.g., strength, stoicism) in direct contradiction with some core processes of mental health treatment (e.g., emotional vulnerability) 3 More nuanced understanding of the role of masculinity in mental health treatment engagement and outcome is needed. We must extend beyond the notion that getting more men into treatment is sufficient and also seek to understand firsthand what men's experiences of treatment are.
What this paper adds
1 Masculinity plays a central role in a male client's mental health and treatment. It should be considered in clinician's transparent and structured framing of treatment, building of a collaborative therapeutic relationship, and use of action-oriented modes of treatment. 2 Employing strength-based approaches to masculinity, which embrace plurality and diversity between men, while seeking positive clinical facets of each man's masculinity (e.g., autonomy), may work best for ensuring engagement. 3 Widespread gender-sensitive clinical training is needed to up-skill clinicians on the complex role of masculinity in mental health while also providing empirical evidence for the benefits of these practice adjustments on men's engagement with treatment.
Despite ongoing efforts to reduce stigma and increase men's mental health literacy, many men remain reticent to seek help for depression (Johnson, Oliffe, Kelly, Galdas, & Ogrodniczuk, 2012; Rice et al., 2017) . Consistent findings of highly disproportionate incidence of men's suicide, substance overuse, and violence, suggest prevalence rates represent under-reporting of depression in men (Curtin, Warner, & Hedegaard, 2016; Rice, Fallon, Aucote, & Möller-Leimkühler, 2013) . In an attempt to reduce the pervasiveness and societal impact of these detrimental behaviours, governments and mental health organisations have funded campaigns and research to increase men's uptake of mental health services (e.g., Man Therapy; https://www. mantherapy.org.au). There has been some improvement. For example, the proportion of Australian men seeking help for mental health problems increased between 2006 and 2012 (Harris et al., 2015) . However, public health efforts to normalise men's help-seeking for mental illness does not guarantee services are providing appropriate and engaging treatment for men. Currently, men overcoming barriers to psychological treatment report treatment often fails to fully engage them (Johnson et al., 2012) . This issue is also evident in men's high dropout rates from psychological treatment (Pederson & Vogel, 2007) . Considering the challenges in providing many men treatment, the impact of potential dropout from non-engaging treatment is significant in prompting deferral or complete avoidance (Calear, Batterham, & Christensen, 2014; Möller-Leimkühler, 2002) . Engagement in the context of psychological treatment is defined as a participant's active commitment to the therapeutic process to cooperatively work towards improvement in one's condition collaboratively with a clinician (Lizardi & Stanley, 2010) .
Many hypotheses have been made regarding the reason psychological treatments are not sufficiently engaging for men. Westwood and Black (2012) implicated clinician reliance on the "nurturance model" in treatment, whereby a commonly employed therapeutic approach heavily focuses on emotional vulnerability and empathic communication, potentially triggering a gender role conflict in some men with more traditional masculine norms of strength and stoicism (Addis & Mahalik, 2003) . Others have criticised the clinical environment (Courtenay, 2000; Robertson, 2001) , clinicians' own implicit gendered beliefs and biases (Seymour-Smith, Wetherell, & Phoenix, 2002) and limited focus on men's mental health in clinician training (Mahalik, Good, Tager, Levant, & Mackowiak, 2012) . The most common assertion is that some men's alignment to dominant ideals of masculinity affects their ability to connect with and verbally express their emotions while increasing therapy-interfering behaviours including non-attendance, hostility or criticism, denial of problems, and minimal emotional disclosure (Danielsson & Johansson, 2005; EnglarCarlson, 2006) . Men conforming to masculine ideals are reported to have high ambivalence for, and earlier termination of treatment (Lorber & Garcia, 2010; Pederson & Vogel, 2007) . This difficulty gaining active engagement from male clients in the traditional psychotherapeutic process has fuelled the view that psychological treatment is the "antithesis of masculinity," with its structure, environment, and relational style in direct contradiction with certain dominant masculine ideals (EnglarCarlson, 2006) .
Much early work in men's mental health research presented masculinity as a unitary, rigid construct that included largely negative traits in relation to health, and by extension help seeking (Courtenay, 2000) . In homogenising and stereotyping what is a diverse and complex group, sex and gender comparisons were made in advancing the case for men-centred interventions.
Consequently, deficit-based approaches to masculinity gained traction, wherein dominant masculine ideals were pathologised as a barrier to mental health care and implicated in perpetuating mental illness (Bedi & Richards, 2011; Englar-Carlson & Kiselica, 2013; Wexler, 2013) . Contrasting this, other research focused on within-group differences and diversity among men, and an understanding that masculinity is context dependent and can emerge in seemingly contradictory ways (i.e., masculinities vs masculinity). This more nuanced frame suggests tailored, strength-based, and gender-sensitive approaches to service delivery may improve retention, engagement, and treatment outcomes (Johnson et al., 2012; River, 2016; Seidler, Rice, River, Oliffe, & Dhillon, 2017) . Recent scholarship has promoted adaptation in our approach to viewing masculinities with far-reaching ramifications for mental health approaches, learning to respond to each man's unique, complex, and evolving stratification of masculinities. Anderson and McCormack (2017) suggest men are increasingly engaging in diverse practices of masculinity that challenge traditional ways of being. Additionally, Bridges and Pascoe (2014) focus on gender hybrids, wherein subordinated masculinities and femininities are increasingly incorporated into privileged men's performances of masculine identity.
Long-standing expectations for ethical psychological treatment imply tailoring treatment to address client needs (Norcross & Beutler, 1997) . In attributing non-engagement or dropout in to their alignment to masculine norms, clinicians, and services are circumventing their responsibility to provide engaging and tailored treatment and relying on fixed, narrow conceptualisations of masculinity (Bedi & Richards, 2011; Seidler et al., 2017) . When actively engaged in psychological treatment, men show high rates of positive outcomes, reinforcing the importance of investigating the style and elements of treatments men who experience depression find engaging (Bedi & Richards, 2011; Ogrodniczuk, 2006) .
To our knowledge, no studies have qualitatively questioned what and why men experience certain components and styles of treatment as engaging. Therefore, the current study aimed to describe the experiences of men help-seeking for depression, review their treatment pathways, and explore what worked and did not within the context of accessing mental healthcare. In doing so, the study sought to ascertain men's unmet needs and in turn, how clinicians can practically provide both efficacious and engaging treatment for men.
Method Study Design
The study employed a qualitative semi-structured interview design using interpretative description to guide analysis. Considering the dearth of research concerning men and their experiences in psychological treatment for depression, an exploratory, qualitative design was used to openly explore the complex factors underpinning men's barriers to engagement. The research question sought to solicit participant input to provide clinicians with clear, actionable recommendations. Such practical outcomes were thought most useful if derived from in-depth, rich descriptions from men themselves, which they could contextualise within their treatment pathways, data that is best derived from individual qualitative interviews (Berg & Lune, 2004) .
Participants
Study inclusion criteria were: (1) participants identifying as male; (2) aged ≥16 years; (3) previous experience of seeking treatment from a mental health professional (psychologist/psychiatrist/social worker/counsellor) for depression as primary diagnosis ≤3 years ago; (4) low current suicide risk (i.e., no current ideation); and, (5) English-speaking.
Procedure
The study was approved by The University of Sydney Human Research Ethics Committee (2016/281). Social media (project website, twitter, and facebook) advertisements, printed posters, postcards, and email distribution to existing research registers were used to invite potential participants to contact the researcher to determine suitability for participation.
After screening and provision of detailed information about the study, the first author conducted individual face to face (n = 2) or telephone interviews (n = 18), between 45 and 90 min duration. All participants provided verbal consent recorded at commencement of the interview. Interviews were digitally recorded and transcribed verbatim. Transcripts were de-identified and coded by the first author and checked for agreement with the research team.
The interview guide included open-ended questions exploring concepts derived from systematic review of the literature (Seidler, Dawes, Rice, Oliffe, & Dhillon, 2016) including: (1) connections between masculinity and men's mental health help-seeking; (2) communicating, recognising, and understanding depression; (3) type of treatment and clinician; and (4) links between masculinity and depressive symptoms. Interviewer prompts were used to elicit detailed accounts of the participants' experiences and the interview guide was iteratively reviewed and revised based on reflection and evolving conceptualization (see Appendix S1, Supporting information; Silverman, 2013). Additionally, interview structure and style were informed by Oliffe and Mróz's (2005) suggestions for interviewing men, including awareness of generalising questions or prevailing masculine norms and using prompts, probes, and loops to instill openness and comfort in dialogue focused on disclosure. To characterise the sample, participants provided self-report depression ratings (using PHQ-9; Kroenke, Spitzer, & Williams, 2002) .
Theoretical Underpinnings
Interpretive description was used to capture characteristics, structure, and patterns within subjective experiences of men's interactions with the mental health care system. Interpretive description is an inductive approach derived from, and largely mirroring the process of qualitative traditions of grounded theory and thematic analysis (Charmaz & Henwood, 2008; Silverman, 2013; Thorne, 2016) . How it differs from standard thematic analysis is in its application of a descriptive lens, as the researcher seeks knowledge from the data that is directly relevant in understanding the implications of certain clinical approaches (Thorne, Kirkham, & O'Flynn-Magee, 2004) . It aims to generate insight from the coding framework to deliver rapid or immediate change in clinical practice, especially in field's where clinical barriers exist, over open-ended themes more appropriate in other traditions (Thorne, 2016) .
For the analyses, constant comparison was used in searching for thematic patterns and commonalties in the clinical phenomena of interest, while accounting for variations within them. The researcher returned to the analysed data repeatedly, identifying evidence substantiating and developing interpretations of evolving themes. This methodology was employed with current perspectives in the masculinities field in mind, which suggest the approach and system within which men's mental health concerns are treated, requires exploration and modification; rather than the men themselves (Sloan, Gough, & Conner, 2010) . Central was the recruitment of a participant sample inclusive of an array of experiences, clinical severity, and treatment pathways. This was sought to develop a rigorous understanding of the patterns and contextual differences existing in these men's experiences and to illuminate suggestions regarding how, where, and why to intervene in clinical practice.
Data Analysis
In interpretive description, data collection and analysis occur concurrently, each informing the other in an iterative process (Thorne, 2016) . Basic concepts were identified using opencoding and codes were developed, agreement reached on labelling and a coding frame applied to interview transcripts. Crosscomparison of five interviews was undertaken by all authors to ensure rigour (Barbour, 2001 ). These initial themes arose from the research question and were organised around the men's positive and negative experiences (e.g., barriers to continued engagement vs reasons for continued engagement; good therapist traits vs poor therapist traits). Subsequently, data analysis transitioned from description of these common features to interpretation, such that thematic findings were subsumed under higher-order clinically practical outcomes ensuring applied meaning or the "interpretive explanation" of results.
Thematic saturation was reached with 16 interviews, at which point distinct, higher-order themes had emerged (Fusch & Ness, 2015) . Four more interviews were completed to ensure no new themes arose. To ensure rigour in the researchers' interpretations, member checking of findings was employed with the final four participants. Immersion in the data was achieved through concurrent collection and analysis, reflexive and analytic memos, transcription review and verbal debriefing, cross coding, and revision of the interview guide (Creswell & Miller, 2000) . The COREQ checklist (Tong, Sainsbury & Craig, 2007) was completed and all items fulfilled as a formal assessment of rigour. Finally, consensus was arrived at in terms of the themes and illustrative quotes shared in the current article through researcher team discussions and writing of this article.
Results
We recruited 20 men aged between 23 and 66 years (M = 39, SD = 13), nine (45%) were single and 15 (75%) had or were completing university education. The participants were found to have on average, mild to moderate levels of current depressive symptoms (PHQ-9 M = 7.3, SD = 6.3; see Table 1 ).
Overview
Fifteen participants described having intermittent but extended contact with mental health services, ranging 10 months to 13 years (M = 4 years), typified by fragmented and lengthy pathways to effective care. Each service encounter was relatively brief (e.g., 5-10 sessions) with long periods between until symptom severity re-emerged. Participants described a mix of trial and error, and time, to engage. They described engagement as precarious in the opening treatment sessions. Reflecting on their experiences, men suggested there were opportunities for better engagement strategies clinicians could use from the outset, including: enhanced orientation to the help-seeking process and types of treatment on offer, establishment of trust, shared control of treatment decisions, and aiming to provide a more structured, practical therapy style.
From their positive experiences, the men articulated a need for clinicians to focus on collaboration. Experiences of active collaboration in session served to increase many men's sense of control, leaving them feeling like active agents in their treatment. They experienced this as a personal approach tailored to their needs. An action-oriented treatment focused on goal setting and skills attainment was key to maintaining engagement and reducing the chance of dropout as it offered feelings of independence and empowerment through perceived and real progress.
Detailed below are the ways many men had some needs met, early or later in their help-seeking efforts, to address symptoms of depression. Table 2 . offers a summary of these Orienting to the System and Treatment Process
Twelve participants described feeling as though their clinician made false assumptions from the outset; assuming they (the men) knew about the treatment system and process, and their role as client. In comparing depression treatment with cancer and diabetes care, these men suggested no healthcare practitioner would assume such nuanced treatment knowledge in a patient with major physical health complaints. It was consistently noted that the time offered for questions was too brief, especially when many of the men were already struggling with problems related to self-concept from depression: Initial exchanges were viewed as authoritarian and one-sided (i.e., clinician-centred). These men described an additional loss of control as they started on a treatment path they were unfamiliar with and unsure of. In all cases, this had negative ramifications on subsequent engagement. To curb the experience of emotional distance and apprehension described by many men towards the therapy process, recurring references were made to the importance of honesty and transparency. In setting up a casual and collaborative environment, one participant suggested stereotypes regarding the therapeutic process could be broken down by clinicians being forthright and reflecting openness:
Before we begin, I can't read your fuckin' mind, I'm not here to judge you, I hope this is a safe area, if you think I'm talking bullshit, call it! (Participant 18) This transparency was described as a protective buffer for therapeutic engagement, especially if the client was not making progress as quickly as hoped. A transparent breakdown of the structure or roadmap of therapy (Participant 2), was absent for 14 of the men; but sought by all. A weekly agenda was noted to be an easy way to maintain engagement with targeted treatment.
Maybe just have the first five minutes, what are the things we need to talk about today, other than just sort of launch into it and go whichever way we sort of ended up going which was hopeless.
(Participant 15)
Alongside a need for clinicians to be explicit about treatment formats, participants consistently described a need to feel recognised and understood as individuals, rather than just another typically depressed client. Clinicians who focused on personal history, current problems, future goals, and moreover, remembered these details between sessions, increased the likelihood men would further engage. These qualities made several of them feel known:
She learned a lot about me and my particular situation, she didn't seem to go "ah yep you're one of those, ok great", it wasn't a ticking of the box, she got to know me and what was happening for me personally. I felt like she was taking an investment in my individuality. (Participant 20) This contrasted starkly with four participants who described receiving what they felt was a generic tick box treatment, which limited their engagement.
Sharing Control to Co-Construct Treatment
Fear of weakness and self-stigma were barriers to participants navigating the mental health system and care providers. Most men described how a clinician sharing control regarding the structure and content of treatment would have protected against these feelings. The notion of shared decision-making where men's needs and preferences were addressed interactively was described as an example of shared control. Participants reflected that it was rarely, if ever, possible for a client to initiate collaborative treatment approaches. As four participants described, despite being highly educated, insightful and mental health literate, they were unable to attain the treatment they were seeking without intuitive action from the clinician, impacting engagement and increasing the likelihood of dropout:
I could lay out three main areas I wanted to work on and a counselor or psychologist still didn't know what to do with it. I gave them every tool, yet they were still unable to offer me a problemsolving solution to it…it felt dehumanising in a way.
(Participant 16)
In contrast, four participants experienced a collaborative treatment process, which promoted feelings of empowerment, control, and autonomy that their depressive symptoms had stripped from them. One participant reflected on his active role in his mental health, a feeling that was strong during and after treatment:
While I was actually in there working through stuff it felt totally collaborative. And then I'd walk out and be like "Well, how much of that conversation was I actually shutting up for?" And I was like "Oh, actually probably like 10 minutes of an hour session." Shit, she's good. (Participant 14)
Having a tailored and person-centred approach to treatment kept men engaged and attending, regardless of progress. Five participants described feeling responsible and invested in seeing through a co-constructed process:
She was letting me define the problem that I thought I'd wanted to focus on. (Participant 16) Good treatment was compared to trialling and deciding between a few products over being forced into one by a previous psychologist:
It's like if you go running you like to choose your own runners, I like to find those therapies that work for me. (Participant 2)
Action to Empowerment
All participants experienced what one man referred to as basically a talkfest (Participant 1) with limited aim or direction during their treatment pathway. Unstructured talk therapy was seen largely as a waste of time and money, and had negative implications for some, including one participant whose most recent clinician spoke on various topics with him to increase "insight"; however he noted:
Having a good rant just made me angrier. It would cause me to be in this sort of -as I was describing to you before -this negative spiral. (Participant 6) Conversely, another could see the short-term benefit in pure talk therapy, but described the benefits stopping there:
Oh it's great to get my feelings out there and it's good to have someone listen … It doesn't really help you day to day, doesn't help you change your lifestyle patterns… the next day you sort of go, 'what am I actually supposed to be doing? ' (Participant 16) This perceived unstructured approach juxtaposed the actionoriented, functional treatment these men were seeking. This style of treatment referred to a structured, solution-focused approach driven by problem-solving strategies and underpinned by tangible goal-setting, feedback, and at-home practice.
The desire for a wider practical skillset applicable to daily life seemed to challenge what many of the men saw as an assumption that psychological treatment is merely talking. Three participants described requesting strategies, but even an explicit request failed to shift one clinician's approach:
I wanted homework to do, give me paper, something I can take home and work on, a particular technique to practice... I saw my mental health condition as something that could be treated, as a problem that could be fixed. In a kind of mechanical way and effectively wanted someone to give me the tools to fix it basically. (Participant 16) Through focused behavioural work including pleasant event scheduling, behavioural experiments, exercise and sleep monitoring and exposure tasks, 11 participants were able to track their progress and take an active role in their recovery, while avoiding the need for medication. Take home skills that were extensive, specific, and structured were keys to allowing leveraging of help towards self-management. Three men emphasised that toolkits were needed, but had to be tailored to the individual rather than generic workbooks, as many of the men had tried their own practical approaches before entering therapy, to little effect. One participant described feeling patronised when offered the same, simplistic tools:
Ask me what I've already done -don't go over the same shit, meet me where I'm at'. (Participant 20)
While every participant said that they wanted specific and achievable goals for their treatment, four received them. One participant, who had a history of repeated dropout, reinforced how some simple goal setting may have given him the motivation needed to engage in treatment through targeted output of effort and regaining of personal control:
Well, if it's helping me to get to where I'd like to be, I'll keep going. (Participant 9) However, three participants noted goals needed regular review to promote increased control and empowerment through understanding one's progress. One clinician was reported to offer targeted questionnaires every week assessing cognitions, self-esteem, and mood that were reviewed monthly to check progress. The participant described how important this feedback and at-home practice was for his engagement:
I loved it, I knew exactly what was going on then…even when I wasn't feeling good I could see that there was something still happening and that made me more inclined to continue going to therapy. (Participant 19) The importance of increasing self-management through action-oriented approaches was pervasive across participants. It was a strong indicator of engagement, as the more the men noticed how deficient they were in certain skills, the more reason they had to keep attending to regain strength, independence, and control. Four participants reinforced how clinicians could employ some masculine norms to their benefit, and the strength to engage solution-focused treatment was a desirable process and product:
It was like, how do I get out of this pit to being my strong self again? It's about rebuilding strength rather than dealing with weakness. (Participant 11) This reconstruction of self-efficacy through feeling strong again was tied with a regained sense of self as a capable and incontrol man. However, this could require reframing an individual's masculinity in the wake of depression, in understanding its complexity and fluidity, to ensure treatment success:
I learned a better description of control is to be aware of yourself and if there is a problem, to be able to do something about it. (Participant 1) Two participants reinforced this notion of strongly identifying with their masculinity, while being aware of its strengths, limits, and malleability.
Pushing back against those dangerous stereotypical conceptions of masculinity was part of the solution as well. (Participant 10)
Regardless of clinician or treatment type, these men were not seeking a quick-fix book of answers for my problems. All of the men wanted to feel pro-active, empowered and central in their self-betterment.
Discussion
Despite their fragmented and lengthy pathways in and out of care, participants reflected a preference for taking an active role in their depression management, staying engaged and attending, when provided with the suitable treatment. In identifying what men found engaging in individual psychological treatment for depression across the continuum of care (i.e., from first to final sessions), our findings support and extend existing evidence, suggesting a person-centred, transparent, structured, action-oriented, and solution-focused approach is likely to be most engaging and effective. Many themes identified here regarding depression, masculinity, and help seeking were recognised by Seidler et al. (2016) within the extant literature. However, here we have empirically demonstrated and linked them with direct avenues for intervention in the treatment process itself. In focusing on participants' masculinities, our findings confront the self-perpetuating and stereotypical argument of masculinity as pathological and the "antithesis" of mental health care. Instead, afforded are details about when and how certain characteristics can be used to greater effect by clinicians. The current findings highlight systemic barriers to men's progress in psychological treatment, suggesting masculine ideals (i.e., self-reliance, courage, and risk taking) are often displayed in the consulting room, but require nurturing and channelling to ensure optimal treatment efficacy. As the data are drawn from men's experience of psychological treatment, these findings provide practical avenues for transforming clinical practice within existing therapeutic frameworks.
It is well established that men, on average, have poor mental health literacy and insight of depressive symptoms and treatment options available (Harding & Fox, 2014; Seidler et al., 2016) . It follows that the men in this study spoke of the importance of proper orientation to the treatment setting and process. They described many clinicians assuming the client knew what was expected of them in treatment, what it would include and how long it would take; that assumption impacted negatively on their engagement. These concerns echo the findings of Richards and Bedi (2015) who reported a high number of similar concerns, or "critical incidents," impacting the therapeutic alliance. Our findings extend this work, providing depth to the subsequent impacts of such behaviour. To overcome feelings of uncertainty and mistrust, a straightforward explanation of treatment mechanics increased men's initial investment in the process, buffering against suspicion and feelings of detachment and disillusionment, described by many of the men. As Courtenay (2000) and Johnson et al. (2012) have suggested, men are often unfamiliar with health care systems and services, and in the context of needing to engage such "professional" services, men's anxiety around the potential for being indebted and marginalised, is heightened. Helping transactions can often leave men with feelings of dependence, revealing weakness in status linked with societal stigma. Aiming for reciprocity (e.g., communicative self-disclosure), can often ameliorate this fear (Addis & Mahalik, 2003) .
Being honest and transparent about the cost and length of treatment was central to addressing some men's deeply held beliefs of financial opportunism in mental health care such that they may see treatment as a purely money-making venture over any benevolent objectives in the helping professions (Mansfield, Addis, & Courtenay, 2005) . Financial uncertainty can be perceived as a threat to a male client's independence and control, so minimising the impact of these practical constraints early and redirecting the focus to treatment was suggested by men to aid initial engagement (Boman & Walker, 2010) . As Richards and Bedi (2015) reinforce, awareness and preparedness relate to the expectation men should be able to handle any situation, and approximating the treatment period may reduce uncertainty and feelings of dependence while emphasising teamwork towards recovery.
While some participants received a descriptive breakdown of the treatment process, clinicians need to ensure repetition and clarity of information to overcome the confused thinking and poor memory that are recognised symptoms of depression. Existing group interventions for men have stressed the importance of psycho-education, but this has typically focused only on normalising symptoms and masculine gender norms (e.g., Kivari, Oliffe, Borgen, & Westwood, 2016; Primack, Addis, Syzdek, & Miller, 2010) . Additionally, participants made clear that a purposeful description of different treatment modalities, roles, expectations, estimated cost, and progress in treatment was necessary to orient them to the process.
Initial openness from clinicians allowed establishment of trust and formation of a collaborative and genuine connection based on mutual understanding. While Ogrodniczuk (2006) found men prefer a neutral therapeutic relationship, participants in the current study highlighted the importance of being "known" and understood by a clinician, a process requiring male client's vulnerability and trust. This mirrors Johnson et al.'s (2012) conclusion that dominant discourses of masculinity, including independence and competitiveness, are fluid and relationally evolving, and may not be barriers in the presence of a supportive and invested clinician. Being "known" was linked directly with the perception of treatment as personcentred and tailored to individual needs, which was central in overcoming difficulties with engagement (Dixon, Holoshitz, & Nossel, 2016) . This was established through a personalised session agenda, consistent structure and treatment goals, and a shared case formulation contextualising the history of their current difficulties.
Many participants felt that depression had stripped them of autonomy and control. Therefore, treatment styles matching these feelings through an authoritative approach, providing a homogenising or generic treatment, were detrimental to engagement (River, 2016) . Instead, effectively sharing control and reinstating the individual's importance in their treatment and recovery facilitated action and competence to re-develop. The inclusion of dynamic and collaborative shared decisionmaking has been linked with improved engagement (Dixon et al., 2016) . However, this may hold specific importance in a male population with depression as an exercise in building the client's trust, self-efficacy, and active contribution to treatment, all of which are related to improved clinical outcomes.
The co-construction of a person-centred treatment for the relatively few men receiving it was viewed as leveraging help towards increasing self-management rather than acknowledging dependence. In line with Kiselica and Englar-Carlson's (2010) positive masculinity model, in being able to reframe treatment as regaining strength, some participants viewed it as a distinct pathway back to self-reliance. The notion of doing something in treatment and gaining skills towards specific goals through home-based practice and feedback was the most commonly described way of engendering feelings of regained strength or self-reliance (Johnson et al., 2012) .
The action to empowerment approach discussed in the results extends existing evidence that men prefer a challenging, action-oriented style of depression treatment and links with the idea that feelings of empowerment are essential in continued male engagement (Kiselica & Englar-Carlson, 2010; Westwood & Black, 2012) . While such suggestions have been made in the group intervention literature, specifically around the hyper-masculinised male veteran population (Kivari et al., 2016) , this action to empowerment approach may have salience in individual treatment for male depression, given the disorders link with lethargy and feelings of hopelessness. This focus on recovery, working towards self-management, using a practical, skills-based approach was described by our participants to be the most engaging treatment mode and most likely to keep them attending.
Although the current findings focused on what clinicians can change to improve treatment engagement with male clients, shifting away from the attribution that masculinity is the only factor responsible for men's poor mental health outcomes, it is important to consider the role male clients themselves hold in the therapeutic dyad. In the present study, those men with the most positive therapeutic experiences were those with both a transparent, collaborative clinician, and an openness to flexibility in their masculinity. For these men, questioning long-held masculine ideals and practices was integral to their recovery from depression. The desire to interrogate and adapt more fluid and flexible masculine practices by some men should be promoted by clinicians, where appropriate, in treatment. The existing evidence reinforces that redrawing flexible boundaries of masculinity and reintegrating them into an evolving therapeutic experience may heighten feelings of client self-efficacy and improve the uptake and efficacy of psychological treatment (Seidler et al., 2016) .
Implications
Many of the skills discussed may be familiar to clinicians, and are often referred to as micro-skills constituting "good treatment" (e.g., Beck, 1979) . However, as has been previously suggested, highlighted by our findings are these therapeutic elements and their advantageous link with masculinities in the knowledge they are not employed reliably with many men (Rabinowitz & Cochran, 2007; Richards & Bedi, 2015) . It is the re-ordering and amplification of certain clinical skills across the treatment trajectory to improve male engagement that we hope to emphasise and have outlined in our results for clinicians to use in practice. While these changes constitute minor adjustments, individual and systemic barriers including limited time and resources may affect reliable delivery of engaging treatment as described by these men (Dixon et al., 2016) . However, a concerted effort towards active and empowering treatment should decrease the burden on clinicians through shorter treatment periods using a clear, structured approach, potentially resulting in a subsequent reduction in at-risk presentations through men's increased mental health literacy and skills attainment.
As a first step, incorporating our findings as a subset of malecentred clinical training, specifically a how to better engage men component, may equip future clinicians to tailor therapy to individual male clients. As Mahalik et al. (2012) reported, only 25% of the US psychology doctoral training programs had specific integration of men's gender issues. Additionally, as the first point of contact for many of these men, GPs can aid both the male client and mental health clinicians in dispelling stereotypes or assumptions by beginning the orientation process at the time of referral and discussing what treatment may look like.
The importance of being known by the clinician for many of these men, points to the negative impact of assuming deficit in and conformity to masculine norms in male clients. A personcentred approach that seeks to understand what is unique in the client's masculinities, focusing on their strengths and challenges they may face, will strengthen the therapeutic alliance, ensure collaboration, and engagement (Connell, 1995) . The value in investing in "gender-sensitive" treatment has been posed repeatedly (e.g., McKelley & Rochlen, 2007) , but typically focused on ensuring men and women receive distinct and tailored approaches. This perspective presents both genders as distinct, homogenous groups. Rather, gender sensitive or competent treatment should refer to a mental health service delivery aware and supportive of within-group diversity among men.
Limitations
It is possible that the nature of this study attracted a sample of men with greater motivation for, and ability to reflect on their experience. Despite efforts to recruit men with a more recent introduction to mental health treatment, the sample had experienced long-term service contact with multiple clinicians. We speculate that this may have been due to the observed high mental health literacy of the group, a factor enabling participants to more effectively overcome self-stigma and develop reflective skills, potentially leading to increased treatment engagement. Second, our sample was majority heterosexual, Caucasian, and highly-educated. The current findings are derived from a largely specific and homogenous subgroup of men, and our results are not claimed as generalisable or suggestive of the experiences of men with different cultural backgrounds or those earlier in the treatment process. Nevertheless, having had typically brief treatment with multiple clinicians, these men's' experiences are important in deriving unique, useful comparisons across clinician and treatment approaches, while helping to mitigate the positive bias associated with reflections on recent treatment completion (Owen, Wong, & Rodolfa, 2009) . Common challenges to qualitative methodologies and the current study include the small sample size and the subjective interpretation processes underpinning analysis that must be considered when contextualising the current findings. However, rigorous, best-practice methods were employed to reduce bias, ensure rigour and the representativeness within the current study.
Future research should aim to access a wider sample of men with depression, specifically targeting those at the beginning of the treatment trajectory, and those who have dropped out permanently. Further, the absence of clinician testimonies should also be considered when interpreting results, as the therapeutic alliance is dyadic.
Conclusion
This study sheds light on the challenges many men face in and out of treatment. These findings are a call to action for clinicians and researchers to see the potential benefits of adapting treatment with a gender sensitive approach to clinical practice with men experiencing depression. Greater attention to men's mental health care must be incorporated into clinical training. While continued funds and attention should be directed to engaging men, those who do access treatment can reveal much about what constitutes effective care. Future empirical exploration of the needs of men from diverse backgrounds with differing psychological concerns is integral to reduce treatment dropout and address the societal burden of mental illness. As our findings suggest, many men want to and will seek help, and it remains our role to recognise and implement principles for men-centred care.
